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MEDICAL  ASSISTANCE  

of 

s t a t e  PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 4.19-B 
PROGRAM 2.a., Page 2Item 

STATE OF LOUISIANA 

PAYMENTS FOR MEDICAL ANDREMEDIAL CARE AND SERVICES 
METHODS AND STANDARDSFOR ESTABLISHING PAYMENTRATES -OTHER TYPES OF 
CARE OR SERVICE LISTEDIN SECTION 1905 (a) OF THE ACT THAT ARE INCLUDEDIN THE 
PROGRAM UNDER THE PLAN ARE DESCRIBEDAS FOLLOWS: 

Outpatient hospital services other than clinical diagnostic laboratory, 
outpatient surgeries, rehabilitation services and outpatient hospital 
facility fees foroffice/outpatient visits are paid as follows 

In-state private hospitaloutpatient services are reimbursed on a 
hospital specific cost to chargeratio calculation based onthe latest 
filed cost reports. Updated costto charge ratios willbe calculated 
as filed costreports are received.Cost to charge ratios for the 
hospitals on which a filed cost report was received will be adjusted 
at the beginning the next quarter. Final reimbursement is adjusted 
to 83% of allowable cost through the cost report settlement process. 
The allowable costs are determined from the Medicaremedicaid 
cost report foreach hospital. The costs and charges onthese cost 
reports are reported in accordance withthe instructions in the HIM
15 (Medicare Reimbursement Manual). 

In-state public hospitaloutpatient servicesare reimbursed at an 
interim rate of 60% of billed charges.Finalreimbursement is 
adjusted to 83% of allowable cost through the cost report settlement 
process. 

Out-of-statehospital outpatient services are reimbursed at50% 
of billed charges. 

Enhancement Pool For PublicHospitals 

a. EnhancementCreationPool 

An enhancement pool is created to increase reimbursementto public 
hospitals in proportion totheir share of Medicaid billed charges in 
excess of Medicaid reimbursement as documentedin the most 
recently filed cost report. The pool is created subject to the payment 
limits of 42 CFR 5447.321 (the aggregate Medicaid payments may 
not exceed a reasonable estimate ofthe amount that would be paid 
for the servicesfurnishedby these hospitals under Medicare 
payment principles). 

b.Calculation of HospitalPayment Differential 

The hospital payment differential for any year shall be the difference 
b between the II upperpayment L !  nt limit of aggregate paymentsto non-state 
r public hospitals ;I;, defined .;d in 42CFR s447.321 and the aggregate 
medicaid per d i m  reimbursement paid to these hospitals for the 
year. This amount shall be calculated based on the hospital's 
latest filed cost report and shall be trended forward to mid-point 
of the current Statefiscal F a r  based on the Center for 

1 

Date - - . EffectiveTN# a - 3  -. / $  Approval Date 5 - I - 0 -4-
Supersedes 

TN# Ga -- 1 '1 



